Proceedings of the Royal Society of Medicine 58 [June 23, 1950] MEETING AT THE GENERAL INFIRMARY, LEEDS Fibro-adenosis By H. J. B. ATKINS, D.M., M.Ch., F.R.C.S. IN this short paper I shall make but one point in regard to the disease fibro-adenosis. and try to establish from that point one corollary. This corollary does not appear to have been made hitherto or, if it has been made, has not been much emphasized.
Fibro-adenosis is the disease which is often described as "chronic mastitis". When we define fibro-adenosis as a disease in which the breast is painful and nodular, but in which this painful nodularity is not due to neoplasm, bacterial inflammation or fat necrosis, we are faced with the realization that an unknown, but considerable, proportion of women in civilized countries suffer from the disease. Hundreds of thousands of women complain of pain in the breast before the menstrual period, and in most cases the breast is more nodular than the surrounding subcutaneous fat. As soon as I became interested in this disease and started the Mastitis Clinic at Guy's Hospital in 1936, this fact was at once apparent. I therefore took 7 cases from the "Mastitis Clinic", M, and 7 cases from the general wards of the hospital, C, and mixed them up together giving each a code number. I then asked Mr. E. C. Hughes, at that time senior surgeon to Guy's Hospital, to examine the breasts of these women and to arrange them in order of severity of nodularity, and this was the order which he produced. It is true that I had not chosen from the Clinic any patient who had a definite lump, and it is true too that nodularity is on the whole more conspicuous amongst the patients attending the Clinic than in the general wards of the hospital, but clinically speaking, this is a disease without a "beginning point".
If we admit that clinically there may be no beginning point, can we be sure that histologically fibro-adenosis has a well-defined picture? Dawson has divided the epithelial changes occurring in this disease into "adenosis", where the glandular elements are multiplied, and "epitheliosis" where the epithelium within the ducts proliferates. In the ''normal" breast there will be one or two alveoli seen in an average field from a section of breast tissue at a magnification of 120; in adenosis the whole field will be filled with alveoli. Between the two there is an infinite gradation, but where are we to draw the line? It is rarely indeed that we can "draw lines" that precisely outline natural processes, and in this instance it is quite impossible. Histologically in regard to adenosis then, fibro-adenosis is a disease equally without a beginning point. The changes of epitheliosis appear with great frequency in the biopsy specimens taken from patients with fibro-adenosis. On the other hand, if specimens are taken from the breasts of women who come to post-mortem examination, and in whom it is known that no complaint was ever made about the breasts during life, these very changes appear with striking, though perhaps not with such regular, frequency. By this I do not wish to imply that the disease fibro-adenosis is not an entity, but it is, nevertheless, a disease without a well-defined "beginning point" both clinically and histologically.
We are informed from many sources that cancer follows fibro-adenosis x y times, or even a-bc times as commonly as in the normal population. But we may well enquire, "Who are the normal and which are the patients suffering from fibro-adenosis?" This disease, although when well developed it is capable of being recognized both clinically and histologically, is but an aberration of the normal. It is a disease which is incapable at present of precise definition, and, this being so, it is unscientific and indeed misleading to try to reduce to mathematical exactitude a relation (namely the one between fibro-adenosis and cancer) which cannot be so expressed.
The problem of epithelial proliferation in the walls of cysts has a direct bearing upon the genesis of cancer in this disease. We shall see that cancer follows fibro-adenosis as a rare event and various factors may well contribute to this. I believe that the fibrous tissue reaction of fibro-adenosis is important in restraining epithelial growth-certainly when this fibrous tissue reaction is absent, as in the so-called fibro-adenosis of the breasts of mice induced by the injection of cestrogens, this tendency is far stronger. But other simple mechanical factors may play a part.
When, in operating upon a case of fibro-adenosis, a cyst is punctured and this ruptures with the force of an explosion, the epithelial lining of such a cYst is always flat, pavement in type and inert. No epithelial projections occur-no papillomata and no carcinoma.
The cyst is quite innocent. May it be that the considerable hydrostatic tension in such a cyst acts as a mechanical restraint upon epithelial growth?
Approached from the opposite point of view, we find that where visible papillomata grow into a cyst the hydrostatic tension is low and the cyst is lax. Now cysts are lax for two reasons. First where the processes of absorption are in excess of those of accumulation, and secondly in certain cyst-like spaces near the nipple, where the accumulated products are able to discharge themselves because the space is still in continuity with a short length of duct leading between it and the nipple orifice.
The histological pictures producing on the one hand cystic fibro-adenosis, and on the other discharge from the nipple, are indistinguishable, but cancer follows the former only in the rarest instances, whereas statistical evidence is fast accumulating that the symptom of nipple discharge, whether coloured or colourless, is not to be lightly disregarded. Nipple discharge in fibro-adenosis adds to our anxiety. Here then we have another pointer indicating a relationship between epithelial growth and mechanical tension. In those cases where a "safety valve" (one might almost call it a "danger valve") is provided so that discharges appear at the nipple and intra-luminal tension is not allowed to rise, the stage is set for epithelial proliferation. The nature of that proliferation, if and when it occurs, determines the nature of the discharge. We divide these discharges into coloured and colourless (or straw-coloured) discharges. The former are subdivided into those in which the pigment is due to hxemoglobin or one of its breakdown products-an "oxidasepositive" discharge, and those in which the pigment is "oxidase-negative", and is probably melanin. The former-the oxidase-positive discharges-are associated with epithelial hyperplasia, even sometimes with cancer, and are of more serious significance. The oxidasenegative discharges, together with the colourless discharges, are not so frequently associated with this hyperplasia, and are correspondingly of less significance. Nevertheless the continuance of such a discharge must always be a source of some anxiety and demands careful observation.
The low intra-luminal tension associated with these discharges, whatever their complexion, may be the factor which allows epithelial proliferation to take place.
But to return to our main theme. The problem as to what we are going to do when faced with a patient complaining of a painful nodular breast is based on our practical experience. If the diagnosis is certain-if in fact there is no discrete lump, the nature of which must always be in doubt-the best thing to do is to watch the condition. Out of nearly 250 cases of fibro-adenosis studied at the Mastitis Clinic since 1936, only 2 have developed cancer during that period. These histological pictures may reveal a cancerous tendency but, if so, it is a very weak one, and may be "propitiated" by watchfulness.
The corollary that I wish to draw then is that in studying this relation between cancer and fibro-adenosis, figures must be eschewed. There is a tendency to feel safe-and scientific-when we have reduced a relation to figures, but this feeling of security may be quite false and when we are dealing with a disease of such hazy outlines as this, any attempt to make a precise statement about this relation is improper, and may lead to excessive anxiety or unnecessary mutilation. Mikulicz-Radecki (1850 -1905 : Pioneer Surgeon By W. R. BETT, M.R.C.S., L.R.C.P. SURGERY recognizes no boundaries, for it is international in the truest sense of the term. It is fitting, therefore, in the centennial year of his birth to pay tribute to the memory of a great Austrian surgeon who to this day continues to be eponymously honoured in the English surgical literature and throughout the civilized world. It is fitting, too, that such tribute should be paid within the walls of an institution with which the name of Lord Moynihan will in perpetuity be so intimately and so proudly linked. For Moynihan all his professional life was a discriminating contemplator of the past, applying its lessons to the present and, indeed, to the future. He, too, was an international surgeon in the truest sense of the term, an apostle of international surgery. Equally at home in Britain, on the Continent of Europe, and in the Americas, his nimble mind was ever ready to embrace other men's ideas and to incorporate them in the art, the science, and the ritual of his daily work.
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